Background: Skeletal muscle mass to visceral fat area ratio (SVR) were shown to be related to some chronic diseases, such as non-alcoholic fatty liver diseases. The aim of this study is to determine whether the SVR is associated with metabolic syndrome (MS) and type 2 diabetes (T2DM). Methods: A total of 798 subjects were included in this cross-sectional study. Lipid profiles, plasma glucose, blood pressure, waist circumference (WC) and body mass index (BMI) were grouped by the SVR. The associations between the SVR and T2DM and MS were examined using logistic regression to determine whether the SVR was associated with T2DM and MS. Results: Lipid profiles, glucose levels, blood pressure, WC and BMI showed significant differences when stratified based on the extent of SVR. The SVR levels were also significantly higher in subjects without MS or T2DM than in those with MS or T2DM. The SVR was inversely correlated with lipid profiles and WC and was especially correlated with BMI, with an r>0.5. The SVR was identified as a risk factor for T2DM and MS after adjusting age and sex. SVR can predict T2DM [area under the curve =0.726, 95% CI (0.669-0.782), p<0.001] and MS [area under the curve =0.730, 95% CI (0.694-0.766), p<0.001]. The suitable cut-off value is 0.230 for T2DM (sensitivity 0.696, specificity 0.694) and 0.278 for the onset of MS (sensitivity 0.518, specificity 0.862). Conclusion: The SVR is closely associated with an increased risk for exacerbating T2DM and MS and can be used as a diagnostic indicator for T2DM and MS.
Background
The prevalence and incidence of type 2 diabetes mellitus (T2DM) are increasing rapidly worldwide. Approximately 400 million people have been diagnosed with diabetes mellitus 1 worldwide, while the International Diabetes Federation predicted that the number of diabetic individuals would increase to 650 million in the next 30 years. Metabolic syndrome (MS) is closely related to DM with a prevalence of 34.7% in the United States in 2012. 2 DM and MS have now become global health problems that increase the risk of cardiovascular disease (CVD), 3, 4 chronic liver disease and hepatocellular carcinoma. 5, 6 DM collectively killed an estimated 12.9 million people globally in 2010 as a result of CVD related diseases. 7 In recent years, with the emphasis on exercise therapy and the prevention of T2DM and MS, an increasing number of people are aware of the importance of skeletal muscle mass and abdominal obesity for metabolism. The loss of skeletal muscle mass has become a worldwide problem with the global aging population, and reduced skeletal mass was identified as a risk factor for MS and CVD. 8 Since skeletal muscle is one of the main sites of glucose uptake and utilization, 9 decreased muscle mass increases insulin resistance, thereby increasing the risk of T2DM and MS. 10 Abdominal obesity has been reported to be a high risk factor not only for T2DM 11 and MS, 12 but also for CVD 13 and fatty liver disease. 14 Though widely used, both BMI and WC are not precise parameters to represent abdominal obesity. 15, 16 However, visceral fat area (VFA) has been reported to be more accurate measuring abdominal obesity and has a stronger association with the risk for MS than WC or BMI. 16, 17 Some recent studies have found that the increased VFA seemed to be more strongly associated with the prevalence of MS and is the only best predictor of MS among females. 18 In the context of the previous studies, reduced skeletal muscle mass and VFA were reported to increase the risk of metabolic impairment more than any other single factor alone. 19 Considering the interaction of reduced skeletal muscle mass with elevated VFA, we used the index skeletal muscle mass to visceral fat area ratio (SVR) to investigate its relationship with chronic diseases such as T2DM and MS. Only a few studies have been carried out on the SVR. Much uncertainty still exists regarding the relationship between SVR and chronic diseases. Although the SVR has been associated with MS in nondiabetic participants, 20 its predictive potential for MS and T2DM in a general population remains unknown.
This study was attempted to evaluate the relationship between T2DM, MS and the SVR, and to investigate whether the SVR could be a good predictor of T2DM and MS.
Methods

Study population
All eligible participants in each community or village were over 18 years old and had been living in their current residence for at least 5 years. All of them signed informed consent before the examination. Exclusion criteria were as follows: (1) with missing vital basic data, such as age, gender, results of OGTT, lipid profiles, WC or blood pressure; (2) individuals without taking the body composition analysis; (3) individuals with malignant tumors or serious liver (either alanine aminotransferase or aspartate aminotransferase higher than 100 U/L) or renal dysfunction (creatinine higher than 105 μmol/L and a glomerular filtration rate below 60 mL/min).
Data collection
Data were collected at local health stations by trained medical staff. Blood samples were collected from all participants after an overnight fast of at least 10 h. The serum lipid profiles and plasma glucose and insulin levels were measured using the ARCHITECT ci16200 Integrated System (Abbott, Illinois, USA).
Weight was measured in kilograms, while height was measured in centimeters. WC was measured at the umbilicus level with the participants in the standing position. BMI was equal to weight (kg) divided by squared height (m 2 ). Blood pressure was measured on the nondominant arm three times in succession with a 3-min interval between the measurements with the subjects in a sitting position. The three readings were averaged for data analysis. Each participant with no history of T2DM underwent an oral glucose tolerance test. Skeletal muscle mass and VFA were measured using an InBody720 (Biospace Co., Ltd., Seoul, Korea). VFA defined as a cross sectional area of abdominal visceral fat at the umbilical level (L4-L5), was measured with multifrequency bioimpedance analysis, which has been considered a more precise technique for measuring the VFA than computed tomography (CT). 21, 22 Skeletal muscle mass was calculated from the appendicular muscle mass, which is mainly composed of skeletal muscle and accounts for approximately 70% of the total body skeletal muscle.
Definitions of T2DM and MS
According to the Chinese guidelines for DM, 23 a person was diagnosed with DM if he or she met one or more of the following criteria: (1) Typical symptoms of T2DM and casual plasma glucose level of 11.1 mmol/L or higher (2) fasting plasma glucose (FPG)level of 7.0 mmol/L or higher, 24 and (3) 2 h plasma glucose (2h-PG) level of 11.1 mmol/L or higher. Patients with type 1 diabetes were excluded. MS was defined as three or more of the following criteria being met: 23 (1) abdominal obesity: WC male ≥90 cm, female ≥85 cm; (2) hyperglycemia: FPG level of 6.1 mmol/L or higher, 2-h PG level of 7.8 mmol/L or higher, or a diagnosis of T2DM; 24 (3) hypertension: blood pressure of 135/80 or higher or a diagnosis of hypertension; (4) high triglyceride (TG): fasting plasma TG of 1.7 mmol/L or higher; and (5) low high-density lipoprotein(HDL-C): fasting plasma HDL-C lower than 1.04 mmol/L. Overweight was defined as a BMI of 24.0-27.9, and obesity was defined as a BMI of 28.0 or higher. 23 
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Data analysis
Quartile division was used on SVR to group the participants into Q1-Q4 since the SVR does not yet have a partition criterion. Sex, age, BMI, WC, HOMA-IR, total cholesterol (TC), TG, low-density lipoprotein cholesterol (LDL-C), FPG, 2h-PG, WC, and diastolic blood pressure (DBP) were analyzed in Q1-Q4. Differences between mean values were tested using variance analysis. A chisquared test was used to analyze whether if there were any statistically significant differences in the prevalence of T2DM and MS between different SVR quartiles. The Spearman correlation coefficients were calculated to compare clinical and laboratory measurements and the SVR, which was logarithmically transformed. Logistic regression models were used to analyze the association between SVR quartiles and T2DM and MS. Odds ratios (ORs) were obtained from logistic regression analysis, and the results were presented as ORs with a 95% confidence intervals. 25 A p-value of <0.05 was defined as statistically significant.
The ability of the SVR to predict T2DM and MS was evaluated using the area under the curve (AUC) of the receiver operating characteristic (ROC) curve. All statistical analyses were performed using Statistical Product and Service Solutions (SPSS) version 22.0.
Result
The basic characteristics of the eligible participants according to SVR quartiles (n=798, mean 40.12±10.23 age years) are shown in Table 1 . Men accounted for 35.0% of the total participants. Among the total subject population, the prevalence rates of T2DM and MS were 25.92% and 41.19% respectively.
The SVR values were divided into four groups by quartile, increasing from Q1 to Q4. The prevalence of T2DM and MS decreased with an increasing SVR quartiles in Table 2 . The prevalence of MS with different numbers of MS components also decreased with an increasing SVR quartiles. Table 3 shows the correlation between SVR and metabolic parameters in the overall population: FPG (r=−0.227, p=0.000), 2h-PG (r=−0.114, p=0.000), SBP (r=−0.353, p=0.000), DBP (r=−0.303, p=0.000), LDL (r=−0.384, p=0.000), TC (r=−0.341, p=0.000), TG (r=−0.312, p=0.000), HOMA-IR(r=−0.386, p=0.000), WC (r=−0.493, p=0.000), BMI (r=−0.541, p=0.000), and HDL-C (r=0.100, p=0.005). There was a difference in the correlation between SVR and metabolic indicators between males and females.
In addition to the strong correlation of BMI and WC with SVR in both men and women, the correlation between female SVR and blood lipids was stronger among females (TC: r=−0.391, p=0.000; LDL-C: r=−0.445, p=0.000), while in men, the SVR showed a stronger correlation with HOMA-IR (r=−0.462, p=0.000).
The SVR values were divided into four groups by quartile, increasing from Q1 to Q4. The mean age decreased from Q1 to Q4 and there was a significant difference according to sex (p=0.005). BMI, HOMA-IR, TC, TG, LDL-C, FBG, 2h-PG, WC and DBP decreased from Q1 to Q4, while a positive trend was observed in HDL-C. There were significant differences of the parameters above. No trend was observed in systolic blood pressure (SBP). The prevalence rates of T2DM and MS were also showed decreasing trends with increasing SVR from Q1 to Q4. Considering that MS was diagnosed by the number of components, we analyzed the prevalence of MS comprised of different numbers of components. The prevalence rate of MS with different numbers of components decreased from Q1 to Q4. Significant differences were shown in the abovementioned prevalence rates when grouped by SVR quartiles.
Consistently, the SVR levels were significantly higher in subjects without MS or T2DM than in those with MS or T2DM. As shown in Figure 1 , when comparing SVR levels in different groups according to the diagnosis of T2DM and MS, a significant difference was found in the comparisons. Furthermore, as shown in Table 3 , SVR was strongly inversely correlated with SBP, DBP, LDL, TC, TG, HOMA-IR and WC, and especially BMI, with an r >0.5 (all p<0.001). A rather weak correlation was found with HDL-C(r=0.100), FPG(r=−0.227) and 2h-PG(r= −0.114).
Logistic regression analysis was performed to evaluate the relationship between SVR quartiles and T2DM and MS, as shown in Table 4 . As a result, using Q4 as the reference, the relative risks for T2DM were 2.43 (95% CI: 0.92-6.47) in Q3, and 3.18 (95% CI: 1. 24-8.19 ) in Q2, and 9.88 (95% CI: 4.11-23.72) in Q1 (model 1). Moreover, the relative risks for MS using Q4 as the reference were 4.06 (95% CI: 2.11-7.81) in Q3, 8.22 (95% CI: 4.37-15.47) in Q2, and 12.95 (95% CI: 6.92-24.23) in Q1 (model 1). Univariate logistic regression was performed in Model 1. The results of the analyses adjusted for age and sex (model 2) were similar. These results indicated that a decreased SVR was a risk factor for MS and T2DM. We analyzed the relationship between the SVR and T2DM or MS in males and females (Table 5 ). In addition to the overall trend that was consistent with that observed in the overall population, a lower SVR in males showed a stronger correlation with MS. Compared with males, lower SVR was a stronger risk factor for MS in females.
To evaluate the predictive performance of the SVR for T2DM and MS, the AUC of the ROC curve was calculated and was 0.726 [95% CI (0.669-0.782), p<0.001] for T2DM, and 0.730[95% CI (0.694-0.766), p<0.001] for MS ( Figure 2) . The suitable cut-off value was 0.230 for type 2 diabetes (sensitivity 0.696, specificity 0.694) and 0.278 for the onset of MS (sensitivity 0.518, specificity 0.862) ( Table 6 ).
Discussion
There were five main findings in our study. First, the lipid profiles, FPG, 2h-PG, HOMA-IR, BMI, WC, SBP and DBP decreased significantly from Q1 to Q4. Second, the SVR was lower in participants with T2DM or MS. Third, a strong negative correlation was found between the SVR and parameters such as SBP, DBP, LDL, TC, TG, HOMA-IR and WC. Fourth, a lower SVR was a risk factor for MS and T2DM. Fifth, the SVR can predict T2DM and MS.
Although the most common method to measure VFA is CT, limitations were exposed related to for its high cost and harmful radiation which makes it difficult to popularize in clinical practice. In contrast the measurement by Inbody 720 is nonradioactive and repeatable, and is considered a more precise technique for measuring VFA than CT. 21, 22 Only a few studies have considered both the decreased muscle mass and increased VFA and focused on the SVR and its relationships with chronic diseases. The SVR were shown to be a risk factor for NAFLD in a Japanese population. 26 The SVR was inversely related to BMI and HOMA-IR, which was also verified in our research. One study focused on the relationship between the SVR and MS development without T2DM or hypertension. 20 This study did not demonstrate the relationship between the SVR and glucose levels. Considering the limitations of the population included in that study, we conducted our study in a general population to investigate the potential association between the SVR and diseases. Table 3 indicates that the SVR had a better correlation with HOMA-IR (r=−0.386) than FPG (r=−0.227) or 2h-PG (r=−0.114). A possible explanation for this might be that skeletal muscle is one of the main organs for glucose uptake and is related to insulin resistance. Additionally, visceral obesity could directly affect inflammation and insulin resistance. 27 A possible explanation for the SVR's poor correlation with FBG or 2h-PG may be the lack of a confirmed connection between skeletal muscle, visceral fat and islet function. More research should be conducted to test the relationships between the SVR and islet function. These results suggest that a low SVR may be partly related to T2DM by increasing insulin resistance but not insulin secretion. When we analyzed the correlation between the SVR and metabolic indicators, we found differences between the sexes. In men, the SVR showed a better correlation with MS and insulin resistance, while in women the SVR was more strongly correlated with blood lipids. Previous studies have also found sex differences in fat distribution. 28 In previous studies, women were more likely to deposit fat in their limbs than in the viscera. A study by Heymsfield 29 also showed that BMI is more closely related to male muscle development. This may explain why men are more likely to exhibit greater changes in muscle mass for the same change in BMI. This suggests that men may be more likely than women to experience a decrease in muscle mass as a result of the same reduction in the SVR, which also explains why the correlation between male SVR and the insulin resistance index was stronger in our study. Moreover, as shown in Table 4 , only Q1 was found to be significantly associated with T2DM. No significant associations of Q2 or Q3 were observed with T2DM, which indicated that the SVR is not a rather strong risk factor for T2DM. SVR showed a good correlation with serum lipid parameters and other components of MS (Table 3 ). Q1-Q3 were shown to be strong risk factors for MS when Q4 were used as the reference which indicated that SVR is a good index for predicting MS. The result was in line with those of the previous study which included a nondiabetic population. 20 First, a recent investigation had suggested that reduced skeletal muscle mass and increased visceral fat were correlated with inflammatory cytokines. 30, 31 The results of this study indicated that a low SVR may reflect a proinflammatory state. Second, the two factors of SVR, skeletal muscle and visceral fat, are both closely related to energy metabolism and insulin resistance. These results might explain the close relationship between the SVR and MS. These findings in our research could help clinical physicians identify a group with high risk of MS. The relationship indicates that the SVR is a good way to assess healthy status without the use of an invasive technique.
The relationship between T2DM, MS and the SVR may be explained by the fact that skeletal muscle mass and physical activity are closely related. 32, 33 Studies have shown that the prevalence of T2DM or MS is lower in people with high exercise capacity. It is well established that the risk of T2DM and MS can be decreased by several lifestyle interventions, especially physical activity. However, physical activity is less feasible to quantify because it is difficult to measure exercise intensity and forms, and the data obtained are subjective to some extent. More research could be performed to investigate the relationship between physical activity and the SVR.
The main strength of the study is that it is the first study to assess the relationship between the SVR and T2DM and MS in a general survey-based population. The diagnosis of T2DM and MS in our study was strictly based on the criteria of the T2DM and MS guidelines in China.
A few limitations still exist in our study. First, it was based on a cross-sectional analysis; thus, it is not possible to obtain a prediction model. More prospective studies should be conducted in the future. Second, no data on physical activity or inflammatory factors were included in our study, which resulted in no further discussion of the mechanism. Third, the sample size of the population was relatively small, and all the participants were from one region, which might cause some bias. Forth, the most precise way to measure skeletal muscle mass is CT or DXA. Considering of the portability of the machines, the compliance of the local individuals and the cost in the whole study, we used impedance method instead of CT as a tool for the measurement of skeletal muscle mass. Last, we discussed about the difference correlation between SVR and blood profiles were stronger in females. Sex hormones and the menstrual and obstetrical histories were crucial factors to affect lipid profiles. However, these data were not included in our study. More research should be done to analyze the difference correlation between SVR and blood profiles in the future.
Conclusion
Significant differences were observed from Q1-Q4 when compared anthropometric parameters were compared according to the degree of SVR. The SVR is inversely correlated with metabolic profiles, including BMI, WC, SBP, DBP and HOMA-IR. The SVR was also associated with the diagnosis of T2DM and MS, independent of sex and age.
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Ethics approval and consent to participate
The study protocol was approved by the ethics committee of China Medical University. Written informed consent was obtained from all participants following a detailed description of the purpose of the study. This study was conducted in accordance with the Declaration of Helsinki.
Consent for publication
All authors have read and approved the submission of the manuscript; the manuscript has not been published and is not being considered for publication elsewhere.
